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Deborah C. Bradley, Acting Director

Division of Medical Assistance and Health Services
Department of Human Services

P.O. Box 712

Trenton, New Jersey 08625

Dear Ms. Bradiey:

HCFA has reviewed you letter of May 15, 2001, in which you responded to our concerns about
New Jersey State Plan amendment 95-32. This amendment updates the reimburserpent
methodology for governmental psychiatric hospitals. State Plan amendment 95—32. is approve_d,
with an effective date of July 1, 1995. As requested in your letter, we are substituting the revised
page numbered Attachment 4.19A, page II-1 for the page originally submitted.

Copies of the signed HCFA-179 and the approved page are enclosed. If you or your staff

members have any questions, please contact Julie Alberino at 212-264-3904.

Sincerely,

e KellZW

Associate Regional Administrator
Division of Medicaid and State Operations

cc: F. Wish

Enclosure
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REIMBURSEMENT FOR GOVERNMENTAL (STATE AND COUNTY) HOSPITALS
PROVIDING INPATIENT PSYCHIATRIC SERVICES OR ACUTE CARE PATIENT
SERVICES FOR THE DEVELOPMENTALLY DISABLED

l. A. Governmental hospitals are hospitals owned or operated by State or County
governmental agencies that provide long-term inpatient psychiatric services or acute
care services for developmentally disabled patients.

B. Private Psychiatric Hospitals are those psychiatric hospitals not owned or operated:by
State or County government agencies.

C. Long Term Care Psychiatric Hospitals are governmental or private psychiatric
hospitals enrolled in the New Jersey Medicaid program as a long term care provider
based on the average length of stay of its patients.

Il. Reimbursement for governmental inpatient hospital psychiatric services and acute care
inpatient hospital services for the developmentally disabled is based upon Medicare
principles for determining reasonable cost reimbursement described in 42 CFR Part
413.

For Long Term Care Psychiatric Hospitals, clothing, indicated in a patient’s plan of care
is an allowable cost for Medicaid patients.

. Upper limits of reimbursement will be the lower of reasonable costs of services
described above or the provider's customary charges to the general public.

v A retrospective reimbursement system is being utilized.

Interim per diem rates are based upon actual cost and statistical data contained in the
most current Medicare/Medicaid Cost Report (HCFA 2552) plus a factor for inflation. In
those instances where the prior year cost report data plus an inftation factor does not
serve as an accurate base for the billing period rate, a base year adjustment (cost
and/or statistical) shall be made to more accurately reflect the anticipated rate for the
billing periods.

Final reimbursement (settlement) amounts are based on actual cost and statistical data
for the service period which reflect the standards and principles identified in Paragraph
lI. These amounts will reflect the difference between the reimbursement received by the
provider based on the interim rates in effect for the service period and the final rates
which are based on the actual Medicare/Medicaid Cost Report (HCFA 2552) for the
service period.

Interim rates and final settlement amounts are approved by the Director of Division of
Medical Assistance and Health Services or his/her designee.

95-32-MA (NJ)

Supersedes 90-12-MA (NJ)
N 95-32 fopraval Date UM 06 10




